Agency for Healih Care Administration

PRINTED: 06/08/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11666850

BWING

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
A BUILDING:

COMPLETED

05/27/2025

GOLDEN LIFE MANOR
SAINT PETI

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
200 SE LINCOLN CIRCLEN
ERSBURG, FL. 33703

o SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

w
PREFIX
™G

PROVIDER'S PLAN OF CORRECTION (X8
{EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEUE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

AG00; Initiat Comments

A bienmial survey and a generator monitoring visit
were conducted at Golden Life Manor on

. Deficiencies were identified at the
time of survey.

A58 59A-36.008(8) FAC Medication - Storage and
$8=D " pisposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if kept
in the personal possession of the person for whom
it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
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other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission as
required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
®, except that a icati

requiring refri ion must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-t i assisting with self- inistration of

ication, or inister] ication, Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but has
not expired must be returned to the resident or the
resident’s representative, as appropriate, or may
be centrally stored by the facility for future use by
the resident at the resident's request. If centrally
stored by the facility, the discontinued medication
must be stored separately from medication in
current use, and the area in which it is stored
must be marked "discontinued medication.” Such
medication may be reused if prescribed by the
resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return afl
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medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at teast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or have
expired must be disposed of within 30 days of
being determined abandoned or expired and the
disposal must be documented in the resident's
record. The medication may be taken to a
pharmacist for disposal or may be destroyed by
the administrator or designee with one witness.
{g) Facilities that hold a Special-ALF permit
issuied by the Board of Pharmacy may retum

i icinat drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep centrally stored medications in a
locked cabinet, locked cart, or other locked
storage receptacle for six residents (#1, #2, #3,
#4, #5, and #6) of six sampled residents.

Findings included:

An observation of the medications storage,
conducted on at 12:15 p.m., revealed
medications for Residents #1, #2, #3, #4, #5, and
#6 were stored in a cardboard box without &
locking mechanism in Residents #1 and #6's
shared room in the walk-in closet,

During an interview on at 12:45 p.m.
the Administrator agreed that there was no way to
keep the medications jocked and secured ina
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{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from 2 health care provider documenting that the
individual does not have any signs or symptoms of
] i . The inati
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee fransferring without
a break in service from one facility fo anocther when
the facility is under the same management or
ownership,
1. Evidence of a negative examination
must be documented on an annual basis.
Documentation provided by the Florida Department
of Health or a licensed health care provider
certifying that there is a shortage of
testing materials satisfies the annual

inati i An indivi with a
positive test must submit a health
care provider's statement that the individual does
not constitute & risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a heaith care
provider indicating that the individual does not

a risk of ing a
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{p) Staff must be qualified to perform their
assigned duties consistent with their levet of
training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriatety licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rute
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility . to provide
services to residents must ensure that individuals
providing services are qualified to perform their
assigned duties in accordance with this rule
chapter. The contract between the facility and the
staffing agency or contractor must specifically
describe the services the staffing agency or
contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facifity must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain tirne sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 428.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees obtained eviderce
for a negative exarnination annually
for one employee (Administrator) of three sampled
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A078 Continued From page 5

employees.
Findings included:

An employee record review for the Administrator,
conducted on , revealed the
Administrator's employee record did not contain
evidence for a negative examination
annually. The last negative

examination was dated . The
Administrator was hired on

During an interview on at 1150 a.m.

the Administrator agreed that she did not have

documentation showing she was free from
annually.

Class il

A 160 59A-36.015(1) FAC Records - Facility
88=D
59A-36.015 Records.

The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or other
such data, either in electronic or paper format,
upon request,

{1) FACILITY RECORDS. Fagility records must
include:

{a) The facility's license displayedina
conspicuous and public place within the facility.
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{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if applicable,
a notation indicating that the resident was
admitted witha | sand,

2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facifity after discharge requires
a new entry in the log. Discharge of a resident is
not required if the facility is holding a bed for a
resident who is out of the facility but infending to
return pursuant to Rule 59A-36.018, FAC. if the
resident dies while in the care of the facility, the
log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

(e} The facifity's iability insurance policy required
in Rule 59A-36.013, FAC,

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's contract)
described in Rule 59A-36.006, F.A.C.

{h) I the facility advertises that it provides special
care for persons with ‘s or
related . & copy of alf such facllity
advertisements as required by Section 429.177,
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F.8.
(i) A grievance procedure fot receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.
(i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned and
served and county health department inspection
reports. Facifities that contract for food services,
must inciude a copy of the contract for food
services and the food service contractor's license
or certificate to operate.
{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
1o Section 429.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years.
{1) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FA.C.,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.§, all

survey, i ion and i
investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
5 years.
{n) The facility's resident elopement response
policies and procedures.
{0) The facility's documented resident elopement
response drills.
{p) The facility's policies and procedures pursuant
1o subsection 59A-36.007(10), FAC,;
{a) The facility's prevention policies and
procedures;
{r) The facility's medication practices;
{s) The facility's policy on physical ;
{t) The facility's policy on assistive devices;
{u) The facility's policy on third-party providers;
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{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w} For facilities licensed as limited mentai health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a poficy and procedures for receiving
and responding to grievances. Furthermore, the
facility falled to ensure that three direct care staff
{Administrator, Staff A and Staff B} for three staff
sampled participated in two elopement drills each
year.

Findings included:

During an attempt to review the facility's grievance
policy and procedures, conducted on

the grievance policy and procedures was not
provided,

Areview for elopement drills for the Administrator,
Staff A, and Staff B, conducted on s
revealed that the Administrator and Staff Ahad
participated in one elopement drilf on

Staff B had not participated in any elopement
drills. There were no other elopement drills
provided,

During an interview on at 10:30 a.m.
the Administrator stated that she did not have a
grievance policy and procedures or a system for
logging and responding fo grievances. The
Administrator stated that there were no other
elopement drills conducted to review,
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